Despite moves to enhance the autonomy of clients of health care services, the use of a variety ofphysical restraints on the freedom of movement offrail, elderly patients continues in nursing homes. This paper confronts the use of restraints on two grounds. First, it challenges the assumption that use of restraints is necessary to protect the welfare offrail, elderly patients by drawing on a range ofdata indicating the limited efficacy of restraints. Secondly, it argues that the duty to respect individual autonomy extends to a duty to respect the autonomy ofpatients who are elderly, frail and living in nursing homes.
The use of mechanical restraints to limit the freedom of individuals poses a great threat to personal dignity. People whose freedom is reduced through the use of restraints often become agitated, angry and, eventually, resigned to their loss of freedom.' Testimony of patients who have been so restrained reveals the sense of loss of personal integrity and dignity which accompanies this loss of freedom. Evans and Strumpf quote two patients' experiences of restraint in hospital. A 72-year-old man said: "I felt like I was a dog and cried all night. It hurt me to have to be tied up. I felt like I was nobody, that I was dirt. It makes me cry to talk about it.... The hospital is worse than a jail".2 An 84-year-old woman recalled her experience this way: "I don't remember misbehaving, but I may have been deranged from all the pills they gave me. Normally, I am spirited, but I am also good and obedient. Nevertheless, the nurse tied me down, like Jesus on the cross, by bandaging both wrists and ankles.... It felt awful, I hurt and I worried, ' 
and Scottish nursing home staff in their attitudes towards the use of restraints. In Scotland, restraints are rarely used and it is accepted that while there are certain risks associated with unrestrained patients moving about, taking these risks is justified by respect for patients' autonomy and awareness of the benefits of continued mobility.4'
Blakeslee's account of her nursing experience' describes some alternative ways of protecting older patients from harm that she has developed in nursing home settings. She has been involved with two nursing homes in which restraints have never been used. Rearrangement of ward design, physical and behavioural therapy, and cooperation amongst all staff made it possible to protect patients from harm without depriving them of their freedom.'
A policy of justified restraint use must involve an assessment of the risk ofharm posed by the absence of restraint as compared with the risk of harm posed by the imposition of restraints. This assessment must attend to both the seriousness of the harm and the probability of the harm occurring. A very low probability of a serious injury occurring if no restraints are imposed, may well be outweighed by a very high probability of less serious injury occurring if restraints are used. The degree to which alternatives to restraint reduce the probability of harm occurring must also be assessed.
The availability of alternatives will frequently depend on resources, attitudes and policies of health professionals, institutions and governments. Nonetheless, whoever claims that restraints are required to protect those in nursing home care from harm should be prepared to examine the empirical evidence concerning the use or avoidance of mechanical restraints, in order to make a genuine assessment of the risks of harm to those who would be restrained. 12 13 Nursing homes are designed to look after the health interests of those in their care and health care professionals in such homes have special responsibilities to protect the health of those in their care. Such professionals also have immense control over the lives of patients, who are often entirely dependent on nursing home staff in order to pursue any of their interests. From this disproportionate power also arises the special responsibility of nursing home staff to respect the autonomy of patients. They may have to look beyond conventional practices to ensure that their policies do respect the dignity, freedom and autonomy of their patients.
That a person is frail and unsteady on her or his feet does not render her or him incapable of making autonomous choices, even if the frailty and unsteadiness increases the risk that she or he will be harmed. Further, the loss of some mental functioning may be good reason for limiting a person's responsibilities concerning her or his affairs (for example, the appointment of a guardian responsible for managing the person's financial affairs). But to say that a person lacks sufficient capacity to exercise autonomy in these areas is not to say that she or he lacks autonomy outright. Thus, a person may lack legal competence and yet still be a person whose autonomy ought to be respected. The ability to understand or retain sufficient information to make complex choices about treatment (that is competence to consent to that treatment), may be lost without loss of all competence to make choices or to express preferences. Autonomy develops by degrees, so too it can diminish over time. In some cases respect for autonomy requires that health professionals act on the previously articulated preferences and attitudes of a person who is no longer able to express her or his autonomy. In such cases a guardian may be able to articulate the autonomous interests of a patient.
Neither nursing home residents, nor those outside nursing homes, have a moral obligation to preserve their own health above all else. Residents are owed the respect due to persons: they are entitled to have their interests respected even if pursuit of their interests means that they might hurt themselves. To deprive a person of freedom of action without consent is, prima facie, a violation of the duty to respect persons. If use of restraints is proposed, then consent from either the patient or from the patient's proxy (who is charged to act in the interests of the patient), must be sought and granted. Such consent should only be given where adequate information is offered about the nature and duration of the restraint, the reason for its use and the risks associated with the use of restraint as opposed to absence of restraint (or other alternatives).
Where it is genuinely the best available course of care, use of constraints may be justified without the patient's consent if the patient lacks sufficient autonomy to make any kind of choice, or to recognise in very basic terms the nature of her or his choice. However, her or his guardian or proxy must consent to the use of restraints in light of the guardian's knowledge of the patient and the evidence given to support restraint use.
Some may argue that use of restraints on a patient, without consent, can be justified to protect other patients and staff from harm. One question to be asked is whether this kind of restraint is proposed as protection or as punishment.8 It is generally accepted that the only authority that can legitimately deprive adults of their liberty, as punishment, is the state (through the court system) and, thus, that it would be illegitimate for nursing home staff to deprive individuals of their liberty as a form of punishment. If restraints are to be used as protection for others, one must ask on what grounds the other patients or staff are believed to be at risk. Surely the test for use of restraints in these cases must take into account the risk of harm posed by restraint to the person to be restrained as compared to the risk of harm posed to the staff or other patients. If nursing home staff have no business using restraints as punishment (as it would be a form of illegal and unjustified imprisonment), then the harm which is to be avoided must be at least as great as the harm which is risked through use of restraints, in order to justify this limitation of freedom.
Two weaknesses in the standard defence of the use of mechanical restraints on elderly nursing home patients have been uncovered: firstly, empirical evidence suggests that restraints may cause the kinds of harm they are intended to protect against; secondly, restraints frequently involve an unjustified limitation of the autonomy of patients. This is not to claim that all possible arguments for restraint use have been defeated. Rather, the onus is placed firmly on those who wish to restrain elderly patients to provide adequate justification for their decision. Thorough assessment of the harms which use of restraints may avoid or cause in a particular case, and the requirement of consent to use of restraints, should serve to reduce risk of harm while protecting the freedom and autonomy of elderly patients. A challenge is made, then, to nursing home administrators and staff to attempt to avoid the need for restraints by taking on the task of assessing why a particular patient wanders, or sleeps poorly, or poses a risk to others. Further effort should go into developing alternatives to use of mechanical restraints. Care for residents can be improved if the possibilities for safe, restraint-free nursing homes which protect personal freedom are thoroughly examined.
